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Prehospital management for bacterial meningitis and meningococcal
disease (adapted from the NICE pathway)4
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mount an effective response to the
polysaccharide capsule of the
organism. There is also a peak around
adolescence, attributed to high rates
of nasopharyngeal carriage. Risk of
development of invasive disease also
varies with socioeconomic status,
contributed to by overcrowding and
passive smoking. 

However, even in areas with higher
than average incidence, a GP would
not expect to see cases commonly
enough to hone diagnostic skills. 
A high index of suspicion and a low
threshold for referral is therefore
essential if children are to be given the
maximum chance for morbidity-free
survival.

CLINICAL FEATURES 
Meningococcal disease can present
with features of septicaemia, fever,
purpura, and rapidly progressive
shock, or with meningitis (fever,
headache, photophobia, neck
stiffness, seizures, altered level of
consciousness), which can occur
without a rash. Many cases have a
mixed picture.1,2

Early in its course, symptoms and
signs may be indistinguishable from
other more common intercurrent
infections in childhood. Young infants
with meningitis may not display the
classical signs, but appear unwell,
lethargic and floppy. Furthermore, the
rash may initially appear as a

blanching eruption, with an irregular
moth-eaten appearance, which only
later becomes purpuric.

The following features in a sick child
should always raise the suspicion of
IMD, particularly when found in
combination:
•Non-blanching rash
•Altered mental state/reduced level
of consciousness
•Cold hands and feet
•Extremity/leg pain
•Fever
•Headache
•Neck stiffness
•Focal neurological signs
•Skin mottling/prolonged capillary
refill
•Signs of shock

GP ASSESSMENT
A focused history backed up by 
a thorough examination is vital.
Individually, the features listed have a
low positive predictive value for IMD,
so it is important to put them in the
context of an overall assessment.4

The timescale of the evolution of
symptoms is particularly important to
establish. A rash which has been
present and unchanged for days is
unlikely to be caused by IMD, whereas
a rapidly evolving rash is more
concerning. 

Similarly an ill, toxic-looking child,
not interested in his or her
surroundings will prompt immediate
action, whereas a child sitting up
smiling, and playing with toys is much
more reassuring. 

While we tend to think of non-
blanching rashes as being particularly
indicative of IMD, there are many other
causes. 

Pin-prick petechiae in association
with a more generalised erythematous
rash, tonsillitis and lymphadenopathy
may indicate group A streptococcal
disease, which has increased in
incidence over the past decade. An
afebrile child with purpura in extensor
distribution of limbs, associated with
joint swelling may suggest Henoch-
Schönlein purpura. Petechiae in the
distribution of the superior vena cava
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‘A high index of
suspicion and 
a low threshold
for referral 
is essential’ 


